• PURPOSE: To examine the association between severity of visual field loss (VFL) and self-reported health-related quality of life (HRQOL) in a population-based sample.
The number of people at risk for age-related eye diseases and vision loss associated with these diseases is expected to increase in the next several decades as the US population ages. 1 Visual impairment is assessed by several measures, including visual acuity (VA) and peripheral visual field. Worse VA has been associated with a decreased ability to complete daily activities, 2,3 increased falls, 4 increased risk of car accidents, 4 and increased mortality. 5 Less is known about the impact of peripheral visual field loss (VFL) on the ability of people to perform normal, daily activities; however, there is evidence that VFL, independent of VA, is associated with diminished mobility, with diminished ability to complete activities such as reading or watching television, 6 and with an increased risk of falling and/or injury. 3, 6, 7 Several studies have described the impact of VFL on vision-related daily functioning and well-being or health-related quality of life (HRQOL) in glaucoma (a disease that is associated with both VA and VFL) patients. 8 -10 However, these studies are based on selected clinic-based groups of persons, and the impact of VFL on HRQOL among a general, population-based sample has not been well described.
We examined the association between severity of VFL and HRQOL in adults participating in the Los Angeles Latino Eye Study (LALES), a population-based prevalence study of eye disease in adult Latinos residing in Los Angeles, California, USA. The study was designed to examine how severity of VFL impacts general and visiontargeted HRQOL. We also examined the types of daily activities that are most affected by VFL and compared these results with previous findings of daily activities affected by VA-associated visual impairment.
METHODS

DATA FOR THIS ANALYSIS WERE COLLECTED AS PART OF
LALES, a population-based prevalence study of eye disease in Latinos living in Los Angeles, California, aged 40 years and older. Details of the study design and data collected have been described previously. 11 Briefly, a census of all residential households in six census tracts in La Puente was completed to identify individuals eligible to be included in the study. Eligibility included men and women aged 40 years and older, Latino (self-described), and residing in any of the six census tracts. Eligible participants were given a verbal and written description of the study and invited to participate in both a home interview and a clinic examination between February 2000 and May 2003. Demographic and socioeconomic characteristics of participants were similar to those of the Latino population in the United States. 11 All study procedures adhered to the principles outlined in the Declaration of Helsinki for research involving human subjects. Institutional Review Board/Ethics Committee approval was obtained from the Los Angeles County/University of Southern California Medical Center Institutional Review Board.
• SOCIODEMOGRAPHIC AND CLINICAL DATA: A brief home interview was completed after informed consent was obtained including information on demographics, history of ocular and medical conditions, access to health care, health insurance coverage for eye care, and degree of acculturation. 12 Operational definitions for these variables were similar to those described in the Hispanic Health and Nutrition Examination Survey. 13, 14 Twelve self-reported medical conditions were measured by a systematic comorbidity summation score, including the following: diabetes mellitus, arthritis, stroke or brain hemorrhage, high blood pressure, angina, heart attack, heart failure, asthma, skin cancer, other cancers, back problems, and deafness or hearing problems. [15] [16] [17] Acculturation was measured by the short-form Cuellar Acculturation Scale, 14 with scale scores ranging from one to five, with five representing the highest level of acculturation. 14 • VFL ASSESSMENT AND DEFINITIONS: Visual field testing was completed to assess a participant's ability to detect objects in the periphery of their visual environment. Visual field testing was performed separately in each eye with the Humphrey Automated Field Analyzer II (Swedish Interactive Thresholding Algorithm [SITA] Standard 24-2 program) (Carl Zeiss Meditec, Dublin, California, USA). Visual field testing was repeated for any abnormal results; results of the second test were recorded and qualitatively confirmed as VFL by two ophthalmologists. Severity of VFL was analyzed with two approaches: first, as a continuous variable by using mean deviation (MD) in decibels [dB] as a measure of severity; and second, stratified by bilaterality and level of VFL into five categories: no VFL (MD Ͼ Ϫ2 dB in both eyes), unilateral mild VFL (Ϫ6 dB Յ MD Յ Ϫ2 dB in the worse eye), unilateral moderate to severe VFL (MD Ͻ Ϫ6 dB in one eye, MD Ͼ Ϫ2 dB in the other eye), bilateral mild VFL (Ϫ6 dB Յ MD Յ Ϫ2 dB in both eyes; or Ϫ6 dB Յ MD Յ Ϫ2 dB in one eye, MD Ͻ Ϫ6 dB in the other eye), and bilateral moderate to severe VFL (MD Ͻ Ϫ6 dB in the both eyes). The severity classification is based on previously reported work. 18 • VA ASSESSMENT: The procedure used to measure presenting distance VA in LALES has been described previously. 19 -21 Presenting distance VA for each LALES participant was measured with the presenting correction (if any) at 4 m with modified Early Treatment Diabetic Retinopathy Study distance charts transilluminated with the chart illuminator (Precision Vision, La Salle, Illinois, USA). Presenting VA was scored as the total number of letters read correctly and converted to a logarithm of the minimum angle of resolution score.
• HRQOL MEASURES: SF-12: General HRQOL was measured with the Medical Outcomes Study 12-item ShortForm Health Survey (SF-12, version 1). 22 Data from the SF-12 were used to calculate the standard US norm-based SF-12 Physical Component Summary (PCS) and Mental Component Summary (MCS) scores. 23 Higher PCS and MCS scores represent better HRQOL. 23 • NEI-VFQ-25: Vision-targeted HRQOL was assessed by the NEI-VFQ-25. 24, 25 The NEI-VFQ-25 was designed to measure the dimensions of self-reported vision-targeted health status that are important for person who have chronic eye diseases. 24 The survey measures the influence of visual disability and visual symptoms on generic health domains such as emotional well-being and social functioning, in addition to task-oriented domains related to daily visual functioning. 24, 25 The survey is composed of 12 vision-targeted scales: general vision, near and distance vision activities, ocular pain, visionrelated social function, vision-related role function, vision-related mental health, vision-related dependency, driving difficulties, color vision, and peripheral vision. The NEI-VFQ-25 also includes a general health item similar to one of the SF-12 items. Each subscale consisted of a minimum of one and a maximum of four items. The standard algorithm was used to calculate the scale scores, which have a possible range from zero to 100. Higher score represents better visual functioning and well-being. Eleven of the 12 scale scores (excluding the general health item) were averaged to yield a composite score. 24 Interviewers administered the questionnaires (before the clinical examination) in either English or Spanish according to participant preference at the LALES Local Eye Examination Center.
• STATISTICAL ANALYSES: Analysis of variance was used to compare continuous demographic characteristics by severity of unilateral and bilateral VFL with means and standard deviations presented for age (years), acculturation scores, and number of comorbidities. Tukey pairwise comparisons were used to identify marked differences across Actual and predicted mean NEI-VFQ-25 composite scores were plotted against MD for the worse eye and MD for the better eye. The plotted figures show means for each unit of MD from 0 to Ϫ30 dB. Predicted mean MCS, PCS, and the NEI-VFQ-25 composite and subscale scores were calculated for each MD value of VFL, adjusting for age, gender, education, employment status, income, acculturation, health insurance, vision insurance, number of comorbidities, and VA. The plot of predicted quality-of-life (QOL) scores and VFL scores allows a more accurate evaluation of the independent relationship between these two variables. To examine possible nonlinear relationships between HRQOL measures and VFL in the better-and worse-seeing eyes, an iterative, locally weighted, least squares method was used to generate lines of best fit (Locally weighted least square [LOWESS] fit line). 26 Analysis of covariance was used to compare SF-12 PCS and MCS and the NEI-VFQ-25 subscale and composite scores by five severity categories of VFL (none, unilateral mild, unilateral moderate/severe, bilateral mild, bilateral moderate/severe). Models were adjusted for age, gender, education, employment status, income, acculturation, health insurance, vision insurance, number of comorbidities, and VA. 27 Because of the skewed score distribution toward the higher scores, a logarithmic transformation was performed to normalize the distribution by using the formula tSCORE ϭ ln(101 Ϫ SCORE), in which tSCORE and SCORE are the transformed and untransformed values of the NEI-VFQ-25 scales, respectively. If statistically significant differences were present, Tukey multiple comparison 28, 29 tests for adjusting the overall significance level were used to identify significant pairwise differences in the logarithmically transformed scale and composite scores. For ease of interpretation, however, results are reported in the original untransformed scale.
Effect size (ES) is a group of indices used to measure the magnitude of impact of one variable on an outcome variable. The magnitude of the ES is independent of Number of self-reported comorbidities (diabetes, arthritis, stroke/brain hemorrhage, high blood pressure, angina, heart attack, heart failure, asthma, skin cancer, other cancer, back problems, hearing problems, and other major health problems). ¶ Visual acuity loss was defined as presenting visual acuity 20/40 or worse. Means of percentages with different letter (a to d) across the VFL categories are statistically significantly different from one another.
VISUAL FIELD LOSS AND QUALITY OF LIFE VOL. 143, NO. 6 sample sizes. To measure the impact of the magnitude of VFL on HRQOL, a covariate-adjusted ES was calculated as the difference in the covariate adjusted mean scores (between each severity level of VFL and no VFL) divided by the standard deviation of the scores for the no VFL group. 30 The standard deviation for the no VFL group was used, rather than the traditional pooled standard deviation corresponding to the subgroups associated with each pairwise comparison, in order to provide a common denominator for all pairwise comparisons. ESs of 0.20 to 0.49 are considered small, 0.50 to 0.79 moderate, and 0.80 or greater large. 31, 32 All analyses were conducted by SAS software 9.1 (SAS Institute, Cary, North Carolina, USA) at the .05 significance level.
RESULTS
• DESCRIPTION OF STUDY COHORT: Of the 7,789 participants who were eligible for LALES, 1,432 were excluded from the study because they did not complete the ophthalmic examination; the overall participation rate for the clinical examination among eligible residents was 82%. Of the 6,357 who completed the ophthalmic exam, 1,144 (15%) were excluded from the current analysis because they were missing SF-12, NEI-VFQ-25, or covariate data, or did not complete visual field testing resulting in 5,213 participants in the HRQOL analysis. The mean age of the LALES participants in this analysis was 55 years (range, 40 to 98 years). Of the 5,213 included in the analysis, 3,081 (59%) were women, 1,762 (34%) had a high school education or more, and 2,660 (51%) had insurance that covered vision care. Included participants were similar to excluded individuals with the exception of gender (59% participants were women vs 54% nonparticipants; P Ͻ .005), employment status (48% of participants currently employed vs 53% of nonparticipants; P Ͻ .004), and self-reported annual income (45% of participants below $20,000 annually vs 40% of nonparticipants; P Ͻ .0006).
The characteristics of the LALES population by severity of VFL are shown in Table 1 . In the LALES population, severity of VFL increased with increasing age of the participants (trend P Ͻ .0001); participants with bilateral moderate or severe VFL were statistically significantly older (63.5 years) than participants without VFL (52.4 years) ( Table 1) . Participants with bilateral moderate or severe VFL also were more likely to be women (68% vs 56%), to have more comorbidities (2.5 vs 1.3), and to have finished their high school education (77% vs 61%), and were more likely to be unemployed (82% vs 42%) than participants without VFL (all P values Ͻ.05 by Tukey tests). We also noted that participants with bilateral moderate or severe VFL were far more likely to have VA loss than participants with bilateral mild, unilateral mild, or no VFL (P Ͻ .0001). The prevalence of any VFL varies depending on the definition. If the prevalence of VFL is defined as MD Յ Ϫ2 dB in the better-seeing eye, the prevalence of VFL was 25% (1,305 of 5,213).
• Table 2 shows the model ␤ coefficients for the adjusted mean NEI-VFQ-25 composite, subscale, and SF-12 component scores by MD for the better-and worse-seeing eyes. As expected, the ␤ coefficients for the SF-12 scores are much smaller than those for the NEI-VFQ-25 scores. The largest ␤ coefficients were noted for driving difficulties (␤ ϭ 1.6), vision-related dependency (␤ ϭ 1.4), and vision-related mental health (␤ ϭ 1.2). ␤ coefficients were consistently larger for the better-seeing eye. Table 3 summarizes our findings for HRQOL when VFL is stratified by severity of VFL. Although worse HRQOL scores were found in persons categorized as having mild unilateral VFL, the largest decrement in HRQOL was found in persons with bilateral moderate to severe VFL. Mean scores were statistically significantly different for most the subscale comparisons of unilateral mild, bilateral mild, bilateral moderate to severe, and no VFL (all P values Ͻ.05). Score differences were smaller (Ͻ5) when participants had less severe levels of VFL (bilateral mild, unilateral moderate/severe, unilateral mild) when compared with participants without VFL. Bilateral moderate to severe VFL had the greatest impact on vision-targeted HRQOL on all subscales (all P values Ͻ.01). Score differences typically did not reach statistical significance when comparing unilateral moderate to severe to no VFL as a result of the small number of individuals in the unilateral moderate to severe category, with the exception of distance vision and peripheral vision. The greatest score differences were noted for vision related dependency, driving difficulties, vision related mental health, and dis- VISUAL FIELD LOSS AND QUALITY OF LIFE VOL. 143, NO. 6 tance and peripheral vision activities. One exception was a large score difference (9) for the peripheral vision subscale between individuals with unilateral moderate to severe VFL vs no VFL.
Smaller differences were present in SF-12 MCS and PCS across various strata of VFL severity. The magnitude of the difference in these SF-12 measures achieved statistical significance when comparing participants with bilateral moderate to severe VFL to participants without VFL (Table 3 ).
• HRQOL ES ESTIMATES: Small ESs were present when comparing individuals with unilateral mild VFL (largest ES Յ 0.12) to those with no VFL. These ESs increased in increasing severity of VFL (Figure 3) . When comparing HRQOL scores for unilateral moderate to severe VFL to no VFL, small ESs were present for four subscales (driving difficulties, vision-related mental health, distance vision, and vision-related social function) and a moderate effect (ES ϭ 0.52) was noted for the peripheral vision subscale ( Figure 5 ). Effects sizes were greatest when comparing participants with bilateral moderate to severe VFL to participants with no VFL. Bilateral moderate to severe VFL had the greatest impact on the NEI-VFQ-25 driving difficulty subscale (ES ϭ 1.23), followed by vision-specific dependency (ES ϭ 1.18) and vision-related mental health (ES ϭ 0.88) (Figure 3 ). ESs were large (ES Ͼ 0.8) for three subscales and moderate (ES Ն 0.5) for seven other subscales (color vision, distance vision, near vision, ocular pain, peripheral vision, vision related role function, and vision related social function).
DISCUSSION
IN THE CURRENT ANALYSIS, WE FOUND THAT MILD VFL IN
either the better-or worse-seeing eye (as assessed by MD scores by using the 24-2 Humphrey Automated Field Analyzer II) is associated with far lower self-reported NEI-VFQ-25 scores whether VFL was analyzed as a continuous measure or by categories of severity. Lower NEI-VFQ-25 composite and subscale scores were observed in persons with small losses in MD compared with persons with no VFL (MD Ͼ Ϫ2 dB in both eyes), and the QOL scores continued to decrease in an approximately linear pattern with greater severity of VFL. If we assume that a difference of five points or more in any NEI-VFQ-25 subscale corresponds to a clinically meaningful difference *VFL is presented as mean deviation score in decibels; and health-related quality of life is assessed by two measures: adjusted NEI-VFQ-25 and SF-12 scores. Data are presented as coefficient (95% CI). The SF-12 and NEI-VFQ-25 scores are adjusted for age, gender, education, employment status, income, acculturation, comorbidities, health insurance, vision insurance, and visual acuity impairment. † Scores could be generated for only 3,762 of the participants who reported that they were currently driving or had driven in the past. ‡ Composite score is an unweighted mean of the 12 subscale scores (except general health).
(this difference in QOL scores corresponds to a 2-line difference in VA), 28 then our study suggests that a VFL of 4 to 5 dB in the better-or worse-seeing eye corresponds to a clinically meaningful difference in vision-related quality of life. Large differences in ES were observed for individuals with bilateral moderate to severe VFL compared with no VFL (score difference Ͼfive points or ES Ͼ0.8), and smaller effects were observed in individuals with more modest loss (unilateral moderate to severe VFL or bilateral mild VFL); one exception was a large score difference for the peripheral vision subscale for moderate to severe VFL, regardless of whether the loss was unilateral or bilateral.
The data from our population-based study appear to be consistent with previous studies designed to assess the impact of VFL on daily function and HRQOL. Ramrattan and associates 6 have noted in the Rotterdam Eye Study that the greatest impact of VFL on daily activities occurs in those individuals who have bilateral VFL. Furthermore, in an evaluation of the relationship between VFL and HRQOL in 147 glaucoma patients and 44 reference normal persons from five tertiary-care glaucoma practices, Gutierrez and associates 8 reported a linear association between VFL and NEI-VFQ-25, suggesting that visiontargeted QOL begins to decline with mild VFL and that the impact of VFL on QOL increases with severity of VFL.
In our study, the largest ␤ coefficients and the largest differences in NEI-VFQ-25 vision-targeted subscales were present for driving difficulties, vision specific dependency, and vision-specific mental health, indicating that VFL has substantial impact on mobility and ability of individuals to function independently. The smallest ESs were noted for the SF-12 MCS and SF-12 PCS and for the NEI-VFQ-25 This category also included one eye with mild VFL and the other eye with moderate to severe VFL. § Analysis of covariance was used to compare logarithmically transformed adjusted mean scores across the different levels of unilateral and bilateral VFL. For each row, means with different letters (a to e) across the VFL categories are statistically significantly different from one another by the Tukey multiple comparison procedure (P Ͻ .05). The P value in the last column corresponds to the ANCOVA test of significance for the VFL groups. ANCOVA revealed significant differences for all scales across the VFL categories. ʈ Scores could be generated for only 3,762 of the participants who reported that they were currently driving or had driven in the past. ¶ Composite score is an unweighted mean of the 12 subscale scores (except general health).
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Two previous studies reported associations between glaucomatous VFL and HRQOL subscale scores from the 51-item National Eye Institute-Visual Functioning Questionnaire (NEI-VFQ-25). Gutierrez and associates 8 noted a statistically significant negative correlation between NEI-VFQ-25 and VFL scores (Advanced Glaucoma Intervention Study [AGIS] scores) among a clinic-based sample of 147 glaucoma patients for seven of 11 NEI-VFQ-25 subscales, including driving difficulties, difficulties with general vision, distance vision, dependency attributable to vision, difficulty with near vision, and visual limitations with social functioning, and role limitations due to vision. Consistent with our data, they also noted a linear decrease between NEI-VFQ-25 and AGIS VFL scores for either the better or the worse eye. In a second study, Parrish and associates 10 studied a clinic-based sample of 147 glaucoma patients from a single center and noted a moderate correlation (r 2 Ͼ 30%) between peripheral vision, distance activities, vision-specific dependency, and VFL by using the NEI-VFQ-25, but only a modest correlation (10% Ͻ r 2 Ͻ 30%) with driving difficulties and vision-specific mental health.
Several studies have investigated the association between VFL and questions concerning completion of daily activities such as the ability to read or watch television, issues of mobility including walking or driving, and frequency of falls. In the Rotterdam Study, a populationbased study of chronic disease in 6,250 persons living in The Netherlands, Ramrattan and associates 6 examined the association between VFL and disability for eight daily activities (dressing, rising, reaching, hygiene, eating, walking, gripping, and activity). Individuals with bilateral VFL were more likely to use a walking aid, be involved in frequent falls, and to indicate that they did not find enjoyment in reading or watching television than individuals with no VFL. 6 In the Blue Mountains Eye Study, a population-based longitudinal study of eye disease in Australian adults, participants with decreased visual field were more likely to report two or more falls in the previous 12 months (relative risk 3.8; 95% confidence interval [CI] 1.0 to 1.2) 7 and more likely to have a history of ankle fracture (relative risk 2.7; 95% CI 1.1 to 6.2). 33 Nelson and associates 2 noted when a 58-item visual disability questionnaire was used in 47 clinic-based glaucoma patients that those with VFL experienced problems with dark adaptation, glare disability, activities related to functional peripheral vision, and outdoor mobility tasks. In another study of 79 patients with glaucoma who used the Impact of Vision Impairment Questionnaire, Noe and associates 34 determined that more than 25% of patients experienced moderate to severe restriction of mobility activities due to VFL. Similarly, Mills 9 noted in a clinic-based sample of 607 glaucoma patients from 15 clinics that there was a weak but significant relationship between the Visual Activities Questionnaire scale scores and visual field scores. Finally, McGwin and associates 35 found that patients with glaucoma who have moderate or severe VFL in the central 24-degree radius of the worse-seeing eye were more likely to be involved in a motor vehicle collision. Findings from these studies and LALES suggest that persons with VFL experience great decrements in HRQOL. Particularly with regard to driving and motor vehicle collisions, our data suggest that persons with VFL begin to experience difficulty with driving activities even with mild VFL, and on the basis of the data from McGwin and associates, 35 these driving difficulties translate to collisions once VFL is moderate to severe.
By using a criteria of MD Ͻ Ϫ2 dB in the better-seeing eye, we classified 25% of our LALES population as having VFL. The prevalence of VFL in two other populationbased samples of whites 40 years and older from the Netherlands and Australia ranges from approximately 3% to 17%, 6, 36 with the highest frequencies present in older age groups. The prevalence of VFL in LALES is higher than previously reported in the literature; however, the methods to determine and categorize individuals as having VFL differed for each of the three studies. It also may be reasonable to expect a high prevalence of VFL in LALES because of a higher prevalence of vision-threatening diseases such as glaucoma and diabetic retinopathy in Latinos.
We observed that NEI-VFQ-25 composite scores were lower in persons with even small losses in visual field as measured by MD scores. Predicted means were calculated to be certain that patterns of HRQOL scores by MD were not affected by differences in age or other covariates. A similar pattern was observed for the better-and worseseeing eyes. However, the ␤ coefficients (slopes) were larger for the better-seeing eye compared with the worseseeing eye, indicating that loss of VFL in the better-seeing eye has greater impact on HRQOL than does VFL in the worse-seeing eye. The composite HRQOL scores continue to decline through approximately Ϫ30 dB for the betterseeing eye, but begin to level off for the worse-seeing eye. The greater loss in HRQOL associated with VFL in the better-seeing eye suggests that HRQOL is driven by vision of the better-seeing eye and that individuals may compensate for VFL in the worse eye with the better-seeing eye. This compensatory binocular mechanism has been noted previously 20 and should be considered when counseling patients with VFL.
We have previously reported the impact of VA on vision-targeted HRQOL. 37 Similar to our findings on VFL, we noted loss in HRQOL beginning with mild levels of impairment in VA. The largest differences in NEI-VFQ-25 scores were observed when comparing individuals with bilateral moderate to severe VA impairment to individuals without impairment. However, participants with unilateral or bilateral VA impairment had significantly lower mean NEI-VFQ-25 scores (P Ͻ .05) for most scales at any level of severity when compared with participants with VFL (data not shown). These data suggest that although both VA and VFL have great impact on HRQOL, loss in central vision has a greater impact on HRQOL compared with VFL. This observation should also be considered and communicated to patients when discussing the impact of vision threatening eye disease on HRQOL.
A limitation of our current analysis is that we evaluated VFL on the basis of visual field in each eye separately, rather than by using a binocular visual field measure. One concern with this approach is that the area of vision loss in one eye does not necessarily overlap with the area of vision loss in the second; therefore, the visual field of one eye (particularly the worse-seeing eye) does not always provide an accurate description of a person's binocular visual field. 38 Another potential limitation of our study is that the models were adjusted for VA, but we did not have the data to adjust for other measures of visual function, such as contrast sensitivity, glare sensitivity, and stereoacuity; however, the current assessment of visual disability by the United States Social Security Administration is based exclusively on VA and VFL. 38 Our conclusions are limited by the use of prevalent data; the analysis of longitudinal data that is currently being collected for LALES will allow us to examine how changes in visual field for individuals over time affects HRQOL. Finally, our population-based sample of Latinos in Southern California may not be representative of the larger US population or Latinos in other parts of the United States, and results obtained from this sample may not be representative of QOL issues among patients with VFL because of a single type of disease (for example, glaucoma). However, given that similar relationships were noted in clinic-based samples of glaucoma patients from different racial/ethnic groups, it is likely that the relationship between VFL and HRQOL will be similar in persons of other racial/ethnic groups.
Findings from this study may help both patients with VFL and clinicians to be better informed about the impact of VFL on HRQOL. This assessment may help physicians and patients to weigh the risks and benefits of intervention for specific conditions considering not only the severity of VFL, but also the potential impact of VFL on the patients HRQOL. These assessments may also contribute to health care policy and health resource allocation in terms of the potential value of an intervention (or lack of intervention) in disease management. It is likely that as more longitudinal data are collected on the impact of various interventions on vision-related HRQOL, physicians will need to carefully consider the impact of their management strategy, especially in diseases with progressive VFL such as optic neuropathies (glaucoma) and retinal degenerations (retinitis pigmentosa).
Age-related diseases and associated vision loss will be of growing concern in the United States and the world over the next several decades as the proportion of adults in the oldest age groups continue to increase. Although the largest differences in NEI-VFQ-25 scores were detectable for participants with bilateral, moderate to severe VFL, loss of HRQOL began with small changes in VFL as measured by MD, suggesting that early eye care management and disease prevention are critical for maintaining HRQOL. The largest effects of VFL on HRQOL scores were noted for driving difficulties and visionspecific dependency, which indicates that VFL could greatly affect the mobility of the aging population and the ability of a growing number of older adults to live independent lives. Finally, the prevention of peripheral vision loss may help people to maintain their independence and is likely to decrease the burden of eye disease in an aging population.
